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Introduction: A case of abdominal aortic aneurysm (AAA), treated with a repositionable stent-graft, in the
presence of bilateral common iliac stents positioned partially within the aneurysm is presented.
Case report: An 84 year-old man had endovascular repair of a 55 mm AAA. Bilateral common iliac stents,
which had been implanted 14 years previously for iliac occlusive disease, were partially positioned
within the aneurysm. Endovascular repair required partial device deployment above the aneurysm to
enable contralateral limb cannulation. The stent graft was then positioned correctly and fully deployed.
Discussion: This case highlighted the utility of a stent-graft with a repositionable delivery system.
 2012 Published by Elsevier Ltd on behalf of European Society for Vascular Surgery.Introduction
Endovascular repair of abdominal aortic aneurysms (AAA) has
become standard treatment where anatomically suitable. Stent-
grafts have evolved and delivery systems have been improved.
We present a case of AAA treated with a repositionable stent-graft
in the presence of bilateral common iliac stents positioned partially
within the aneurysm.Case Report
An 84 year-old man was found to have AAA of 55 mm on
surveillance ultrasound. Pastmedical history included hypertension
and peripheral vascular disease. Bilateral common iliac angioplasty
with kissing stents had been performed 14 years previously.
Computed Tomography Angiogram (CTA) of the aorta showed
an infrarenal abdominal aortic aneurysm with a neck that con-
tained thrombus but, at 50 mm, was of good length. There were
bilateral iliac stents (Wallstent, Boston Scientiﬁc, Breakspear Park
Hemel Hempstead, UK) extending up into the aneurysm. Following
multidisciplinary team discussion, it was decided that endovascular
repair of the aneurysm was suitable. The difﬁculty with this
approach included the position of the old stents within the aneu-
rysm (Fig. 1). The right Wallstent was transversely orientated in theabeth Hospital Birmingham,
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the protruding left Wallstent was only 75 mm, which is less than
the body lengths of most grafts commercially available and similar
to that of the Gore Excluder (70 mm). Therefore, it was considered
that a Gore C3 Delivery System (W. L. Gore, Flagstaff, Arizona)
would be best suited due to its repositioning ability.
The procedure was performed under general anaesthetic with
femoral cut down and cannulation under direct vision. A Gore
Excluder RMT 261414 (with a C3 delivery system) was inserted via
the right femoral artery using an 18F DrySeal sheath and partially
deployed above the renal arteries to enable rotation of the device to
line up the gate with the stent. The tip of this ipsilateral (right)
sheath was maintained above the ipsilateral (right) Wallstent
within the sac to enable Excluder device manipulation without
snagging on this transverse oriented stent. This is in contrast to the
instructions for use practice of uncovering the whole of the ipsi-
lateral device (by withdrawing the sheath to the marker on the
shaft of the device) prior to deployment. The graft was then posi-
tioned below the lower right renal artery and the top end fully
deployed. A PXC 121000 graft was positioned within the left iliac
stent (via a 12F DrySeal sheath). The 18F sheath was pulled back
and the ipsilateral limb deployed and extended below the Wall-
stent with a PXC 201200 into the dilated common iliac artery
bifurcation. Thus the graft was deployed in a ‘ballerina’ fashion,
dictated by the orientation of the Wallstents (Fig. 2).
Initially catheter angiogram demonstrated poor ﬂow into the
right iliac limbwhich required dilatationwith a 14 mm angioplasty
balloon. Flow remained poor, so the body and the right iliac limb
were dilated with a 27 mm moulding balloon. CompletionSurgery. Open access under CC BY-NC-ND license. 
Figure 1. Reformatted CT angiogram with (A) right and (B) left stents partially within the aneurysm.
T.P.T. Au Yong et al. / EJVES Extra 24 (2012) e27ee28e28angiography conﬁrmed good position and ﬂow with no
endoleaks (Fig. 2).
Discussion
The preexisting common iliacWallstents which were positioned
high within the aneurysm sac resulted in a very short distanceFigure 2. Completion angiogram with stent graft correctly positioned within the
aneurysm.between the lowest renal artery and the proximal limit of the CIA
stent. No device could be deployed below this lowest renal artery
without compromising the cannulation of the contralateral gate.
The 70 mm graft length would allow very little room for manouvre
if any shortening of the aneurysm occurred during manipulation or
inaccuracy in measurements. Therefore, the Gore Excluder with the
C3 delivery system was chosen due to the short body design and
ability to be repositioned once partially deployed within the
aneurysm. The ability to part deploy high and rotate the device to
aid cannulation before being able to fully deploy below the renal
arteries was crucial. Another short bodied repositionable device
could, in theory, have been used (eg. Medtronic-Endurant). Open
surgical repair in this case was an alternative, though in our unit
endovascular repair is preferred whenever anatomically suitable
and following consultation with the patient.
Endovascular repair of AAA has been performed previously
through common iliac stents, though not with the additional
complexity of the stent position within the aneurysm.1
This case highlights the importance of careful planning and
multi-disciplinary discussion between vascular surgeons and
interventional radiologists.2
Conclusion
A case of endovascular aneurysm repair complicated by high
positioned common iliac stents is presented. This case highlights
the utility of a stent-graft with a repositionable delivery system.
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